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Abstract 
This paper will discuss the correlation between participation in a mental health peer-
support training and adolescents’ self-reported feelings of preparedness to deal with mental 
health crises. The paper will focus on lesbian, gay, bisexual, transgender, queer, intersex, 
asexual, and other non-heterosexual, non-cisgender youth (LGBTQIA+) between the ages of 13 
and 21 years old. The study used a quantitative, written survey with eighteen questions before 
the intervention, and another with five questions after the intervention. The study originally 
involved eleven participants, but the number of participants decreased to seven due to attrition. 
The intervention was administered to every participant. The data were analyzed to find the 
averages and standard deviations for each category. The results found that the average 
preparedness increased after the intervention. Due to lack of a control group, the researcher was 
not able to determine causation, but they were able to determine correlation. The researcher 
concluded that there was a short-term increase in feelings of preparedness to deal with crises in 
correlation with receiving the mental health training.  
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A Peer-Support Mental Health Response Training for LGBTQIA+ Adolescents 
 Suicide is the second leading cause of death for people between the ages of 15 and 24 
(Center for Behavioral, 2016). Mental health problems are also a significant problem for 
adolescents, to the point where almost one in two adolescents will struggle with some form of 
mental illness by the time they turn 18 (Center for Behavioral, 2016).  
 Teenagers are at a relatively high rate of committing suicide and suffering from mental 
illness. As teenagers, they have less independence than adults do. Teenagers do not have the 
ability to seek help from a professional the same way adults do, not without parental consent. As 
a result, teenagers tend to have less access to mental health care professionals. Teenagers also 
have more access to ways to communicate with each other than previous generations have, 
through cell phones and the internet. The first hypothesis that the researcher wanted to test was 
that adolescents are more likely to seek help from other adolescents than they are professionals 
or other adults in authority. The second, related hypothesis is that lesbian, gay, bisexual, 
transgender, queer, intersex, and asexual (LGBTQIA+) youth are more likely to talk to people 
their own age if they have not disclosed their identity to their parents.  
 Assuming the above to be true, adolescents need to be trained on how to respond to 
mental health crises. Mental health professionals and teachers do receive some training on how 
to respond to mental health crises, but adolescents do not. The researcher analyzed other mental 
health trainings for laypeople in order to design a training that would work for adolescents. The 
training was intended to teach adolescents how to respond if a peer were to come to them during 
a mental health crisis. It was very clear that it was not intended to train the youth as a mental 
health counselor or therapist. The training was intended to teach them to deal with the emergency 
if there is one and then connect the individuals with resources that could help them.  
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 The third and primary hypothesis of the researcher was that the described training would 
increase adolescents’ self-reported feelings of preparedness to deal with mental health crises.  
Rates of Prevalence 
 The following section will discuss rates of mental illness and suicide among adolescents 
as a whole and LGBTQIA+ adolescents in particular.  
 The Center for Behavioral Health Statistics and Quality performs an annual report to 
determine the lifetime prevalence of mental illnesses for adolescents under the age of 18. That 
term means the percentage of adolescents who have experienced a given mental illness before 
they turn eighteen. The 2016 report stated that 46.30% of adolescents will experience some form 
of mental illness before they turn 18 (Center for Behavioral, 2016). The most common type of 
mental illness is anxiety disorders with a total lifetime prevalence of 25.10%, meaning that one 
in four adolescents will have an anxiety disorder before they turn 18 (Center for Behavioral, 
2016). The second most common type of disorder is mood disorders, with a total lifetime of 
14.00% (Center for Behavioral, 2016). Major depressive disorder is the most common type of 
mood disorder, and the third most common disorder overall, with an individual lifetime 
prevalence of 11.20%, meaning that 11.20% of adolescents have experienced major depressive 
disorder by the time they are 18 (Center for Behavioral, 2016). As a part of that, the Center for 
Behavioral Health Statistics and Quality estimates that 12.5% of adolescents have experienced a 
major depressive episode in the last year (Center for Behavioral, 2016). The fourth most 
common disorder was attention deficit hyperactivity disorder, commonly abbreviated as ADHD, 
with a lifetime prevalence of 9.00% (Center for Behavioral, 2016). The fifth most common 
disorder is social phobia, with a lifetime prevalence of 5.50% (Center for Behavioral, 2016). The 
sixth most common disorder is Post-Traumatic Stress Disorder, with a lifetime prevalence of 
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4.00% (Center for Behavioral, 2016). The seventh most common type of disorder for adolescents 
is any type of eating disorder, with a lifetime prevalence of 2.70% (Center for Behavioral, 2016). 
The eighth most common disorder is agoraphobia, with a lifetime prevalence of 2.40%, followed 
closely by panic disorder, with a lifetime prevalence of 2.30% (Center for Behavioral, 2016).  
 One of the biggest risks for people with mental illness is suicide. Nine in ten people who 
complete suicide struggle with mental illness, and six out of ten people who complete suicide 
struggle with some form of depression (Dilillo, Mauri, Mantegazza, Fabiano, Mameli, & 
Zuccotti, 2015). Suicide is the second leading cause of death for adolescents between the ages of 
15 and 24 (Murphy, Xu, Kochanek, Curtin, & Arias, 2017). It is estimated that in 2015, the rate 
of suicide for adolescents was 12.5 out of every 100,000 (Murphy, et. al, 2017), but the rate 
increased to 13.7 out of every 100,000 in 2016, meaning that suicide rates are increasing 
(American Foundation, 2018). Suicide rates have been consistently increasing since 2008 
(Dilillo, et. al, 2015; American Foundation, 2018). Additionally, while no agency collects data 
on the rate of adolescents who attempt suicide, the American Foundation for Suicide Prevention 
predicts that 25 people attempt suicide for every one person who complete, meaning that 342.5 
adolescents out of every 100,000 attempt suicide each year (American Foundation, 2018). The 
United States Census Bureau estimates that there are 41,731,233 people between the ages of 10 
and 19 in the United States in 2015, meaning that approximately 142,930 adolescents attempt 
suicide each year (U.S., 2016). Other estimates put that number far higher, at two million 
(Dilillo, et al., 2015).  
 Adolescents are at a stage in their lives where they are less likely to trust in adults than 
they did when they were younger (Venta, Shmueli-Goetz, & Sharp, 2014). This is generally 
simply a natural part of development. It increases independence, which is a skill that helps an 
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individual in young adulthood (Venta, et. al., 2014). However, due to the lack of trust in adults, 
and the relative inexperience of adolescents as compared to adults, when an adolescent 
experiences a crisis, they often do not have the resources to deal with crises on their own (Roe, 
2015). They will often turn to their peers for help instead of adults (Kalafat, & Elias, 1994). As a 
result, training adults to deal with adolescent mental health crises may not be as effective as 
training other adolescents (Kalafat & Elias, 1994).  
LGBTQIA+ Adolescents and Mental Health  
 While the rates of prevalence for mental illness for adolescents are high, the statistics for 
LGBTQIA+ adolescents are even higher. People who identify as LGBTQIA+ are more likely to 
suffer from mental illness as compared to their heterosexual, cisgender peers (Lehavot & Simoni, 
2011). Unfortunately, the researcher was not able to find comprehensive data on mental illness 
for LGBTQIA+ adolescents.  
 According to the Center for Disease Control, lesbian, gay, and bisexual adolescents are 
five times more likely to complete suicide as compared to their heterosexual counterparts (2016). 
The Williams Institute estimates that 45% of transgender individuals will attempt suicide by the 
time they turned 24 (Herman, Haas, & Rodgers, 2014). This risk increases significantly when an 
LGBTQIA+ adolescent is not accepted by their family (Haas, et. al., 2011). An adolescent with 
an unaccepting family is eight times more likely to attempt suicide as compared to their peers 
with accepting families (Dilillo, et al., 2015).  
 LGBTQIA+ adolescents are less likely to have accepting families as compared to 
cisgender heterosexual adolescents (Ryan, Russell, Huebner, Diaz, & Sanchez, 2010). They in 
particular are more likely to have stronger relationships with their peers, rather than their 
families (Mustanski, Newcomb, & Garofalo, 2011). It then follows that they are more likely to 
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seek support from their peers rather than their families. It is also shown that LGBTQIA+ 
adolescents are disproportionately more likely to seek support from other LGBTQIA+ 
adolescents (Wilkerson, Schick, Romijnders, Bauldry, & Butame, 2017). This is especially true 
in isolating situations. (Willging et. al, 2016) 
Intervention Literature Review 
 The following section will analyze pieces of literature that discuss interventions that are 
similar to the intervention undertaken in this paper.  
 In a quantitative, non-experimental study performed by Mitchell, Kader, Darrow, 
Haggerty, and Keating (2013), researchers wanted to test if an intervention called Question, 
Persuade, Refer (QPR) would increase college students’ knowledge of the warning signs of 
suicide, knowledge of how to ask someone about suicide, and knowledge of how to get help for 
someone who was experiencing thoughts of suicide. The original sample size was 1,644 college 
students, but only 274 completed all of the steps of the study. The college students’ knowledge 
of the warning signs of suicide, knowledge of how to ask someone about suicide, and knowledge 
of how to get help for someone who was experiencing thoughts of suicide was measured through 
a survey of eleven questions. In ten of the questions, participants were asked to rate their level of 
knowledge and level of comfort, on a scale of one to three. One was a yes-or-no question, where 
participants were asked about their previous experiences with referring someone to help for 
suicidal ideation or actions. The researchers did mention in their study that the survey is not 
empirically validated, but it is a survey that comes with the QPR training. The subjects’ 
knowledge was measured at three points in the process. The first was before the intervention, 
then again post intervention, and then again in a three month and a six month follow-up. The 
researchers found that “knowledge of the warning signs of suicide, how to ask someone about 
  
MENTAL HEALTH TRAINING        8 
suicide, persuading someone to get help, how to get help for someone, and local resources to 
help with suicide increased significantly in the short-term, and these gains were maintained over 
the long-term” (Mitchell, Kader, Darrow, Haggerty, Keating, 2013, n.p.). However, participants’ 
level of comfort in asking someone about whether or not they would commit suicide, which is an 
important part of the QPR intervention, increased initially, but returned to their baseline during 
the follow-up assessment (Mitchell, et. al., 2013). This study does appear to support QPR 
training, but without a control group or a process of randomization, there is no way to determine 
causation.   
 Jacobson, Osteen, Sharpe, and Pastoor performed a mixed method experiment in 2012. 
They sought to test if a QPR training would improve “knowledge of suicide warning signs and 
intervention behaviors, self-evaluation of suicide prevention knowledge, and knowledge of 
institutional resources” among University of Maryland Baltimore Campus Masters of Social 
Work (MSW) students (Jacobson, Osteen, Sharpe, & Pastoor, 2012, p. 273). One hundred 
nineteen students were randomly selected from the Masters of Social Work program, and 72 
students completed the study. They randomly assigned the subjects into either the intervention 
group or the control group, which did not receive any intervention or training. The experiment 
resulted in the researchers concluding that people’s attitudes about suicide, specifically, asking 
people whether or not they were going to commit suicide, did not change as a result of the 
experiment, but the participants did tend to perceive that they were better prepared to handle 
those situations and had better knowledge of institutional resources as a result of the 
intervention.   
 Hadlaczky, Hokby, Mkrtchian, Carli, and Wassmerman constructed a meta-analysis of 
the literature surrounding Mental Health First Aid (2014). They summarized the results of fifteen 
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papers dedicated to reviewing Mental Health First Aid. It particularly focused on three areas of 
review. The first was the effect of the Mental Health First Aid training on the subjects’ 
knowledge surrounding mental health issues. The second was the effect of the Mental Health 
First Aid training on the subjects’ attitudes towards people with mental health issues. The third 
effect studied was effect of the Mental Health First Aid training on the subjects’ behavior 
towards individuals with mental health problems. Each of the fifteen studies used a quantitative 
survey of the participants after the training in order to determine the change in knowledge, 
attitude, and behavior. The meta-analysis concluded that the Mental Health First Aid training 
increased overall knowledge of mental health problems, including symptomatology and 
treatment, decreased negative attitudes towards people with mental health issues, and increased 
supportive behavior towards individuals with mental illness.  
 A similar intervention to the QPR training and the Mental Health First Aid training is the 
Peer2Peer training. A Peer2Peer training was implemented at the Medical University of Graz in 
2016. It was completed by Vajda. The Peer2Peer study is slightly more complicated than the 
QPR or Mental Health First Aid studies, because it tracked the number of contacts that were 
made by the people who were trained. It was intended to track specifically whether or not the 
training resulted in interventions. The initial study trained 119 subjects in responding to mental 
health crises. Training those 119 subjects resulted in a total of 94 interventions during the 
monitoring period. The researchers described the study as a success, due to the increase they 
observed in “practical skills in dealing with students in crises situations” (Vajda, 2016, n.p.).  
 Another of these types of trainings was tested at eight schools in the southern part of 
Vancouver Island in Canada (Stuart, Waalen PhD, & Haelstromm, 2003). It was called the Peer 
Gatekeeper Training, commonly abbreviated as PGT. The researchers sampled strategically, in 
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order to ensure representation from each of the districts, a secular private school, and a religious 
school. The sample measured 65 adolescents, with the average of 15.6 years of age, although it 
included individuals between the ages of 13 and 18. The training was designed to measure skills 
in intervening and attitudes towards mental illness. They determined that “significant differences 
in skills, attitudes toward suicide intervention, and knowledge occurred after training and were 
maintained in all areas over a 3-month period of time” (Stuart, Waalen, & Haelstromm, 2003, p. 
330). 
Methodology 
 This study was approved by the human subjects board at University of Louisville on 
January 25, 2018. The human subjects board approved an assent for the participants under 
eighteen, because the risk of informing parents that their child was to participate in a study on 
LGBTQIA+ adolescents was believed to be riskier than the study itself. The study was 
conducted through a local agency in Louisville, Kentucky, which shall remain unnamed in order 
to protect the confidentiality of the participants in the study. The agency has access to numerous 
adolescents who identify as LGBTQIA+ and their allies. The researcher volunteers at the agency 
and coordinated with the leaders of the agency in order to conduct the study at the agency. The 
study was conducted January 26, 2018. Approximately thirty adolescents came to the agency on 
that night, and were told the nature of the survey and asked to participate. There were no 
consequences to not participating in the study. Adolescents who chose to participate were asked 
to sit in a room for the study, and adolescents who chose not to participate were shown to 
another room. The presentation given in the room was a slide presentation, given on a projector. 
The presentation was given by the researcher, and it involved both visual and auditory aspects, in 
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order to maximize the ability to learn, regardless of the learning style. There was also a brochure, 
which was left in the agency for individuals to take as needed.  
Survey Measures 
 Data for the intervention were collected through two quantitative surveys. The first was 
given immediately prior to the intervention. This survey included a demographic assessment, 
covering age, race, gender, and sexual orientation. Age was asked in four categories. The first 
was 13 to 15, and then 16-17, and then 18-21, and then over 21. Because the study was focused 
on adolescents, anyone over the age of 21 would not be considered. Race was asked in seven 
categories: White/Caucasian, Black/African-American, Hispanic/Latinx, Asian, Native 
American, Pacific Islander, Mixed, and other, with a space to fill in the blank. They were 
allowed to check as many boxes as were applicable. Gender was asked through two questions. 
The first asked how the individual identified, man, woman, bigender, agender, non-binary, 
genderfluid, or other, with a space to fill in a blank. In this, bigender refers to someone who 
identifies as two genders (Trans, 2018). Agender refers to someone who does not identify with 
any gender (Beemyn, 2018). Non-binary refers to someone who identifies as a gender other than 
man or woman (Trans, 2018). Genderfluid refers to someone whose gender changes over time 
(Trans, 2018). These definitions were not provided on the test. These definitions, and the 
definitions on the two questions following this one, were not given because of the culture 
surrounding participants. Participants at the agency knew what each of these words mean, and 
defining them would have proven redundant.  This option also allowed subjects to choose more 
than one, as applicable. The second question about gender asked if the subject identifies as 
cisgender. Cisgender means identifying as the sex that was assigned at birth (University, 2015; 
Beemyn, 2018). It asked yes or no. The final question was sexual orientation. It asked subjects to 
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choose between lesbian, gay, bisexual, queer, pansexual, asexual, and other, with a space to fill 
in the blank. Lesbian means someone who identifies as women who is attracted to other people 
who identify as women (University, 2015). Gay refers to someone who is attracted to the same 
gender as them (University, 2015). Bisexual refers to someone who is attracted to two or more 
genders (University, 2015). Pansexual refers to someone who is attracted to individuals 
regardless of their gender (University, 2015). Asexual refers to someone who does not 
experience sexual attraction (University, 2015). Queer refers to someone who is not 
heterosexual, but does not want to use other labels. It can also be an umbrella term (University, 
2015). In this section, definitions were also not provided for the same reason discussed above. 
Subjects were allowed to choose more than one answer.  
The study also asked whether or not a subject had disclosed their sexual orientation and 
gender identity to their parents and whether or not they had disclosed their sexual orientation and 
gender identity to people at school. Then it asked if they had ever had any friends experience 
mental health crises, and if those friends had ever come to them while experiencing a mental 
health crisis. It also asked five questions about what resources they had in terms of a support 
network, between adults and peers. Then it asked if they were to have a mental health crisis, who 
they would go to to talk about it. The final question asked them to rate their level of preparedness 
to deal with mental health crises, on a five-point scale, with five being very prepared and one 
being not prepared at all. It asked that for five types of crises, including panic attacks, anxiety 
attacks, depression and hopelessness, suicidal thoughts, and suicidal actions. The first assessment 
had 18 questions.  
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The second survey was given immediately after the investigation. It was considerably 
shorter, only five questions, specifically the last five questions, with the five point scale on how 
prepared they feel to deal with specific types of mental health crises.  
 Both surveys were administered on physical paper. No information was obtained to 
determine an individual’s identity or to assess which survey given after the intervention was 
associated with which survey given before the intervention, so there is no way to track individual 
changes.  
Intervention 
 The intervention began with the consent documents, and then each participant took an 
initial assessment. The first topic brought up in the slide presentation was a trigger warning in 
order to minimize traumatization. It alerted participants of the topics that would be covered and 
let subjects know that, if they felt uncomfortable at any point during the presentation, they were 
allowed to leave with no consequences. There was also an alternative program provided, for 
anyone who did not feel comfortable participating in the intervention. After that, it discusses the 
CLOG acronym, which stands for Check for risk of harm, Listen non-judgmentally, Offer 
encouragement, and Give resources for professional support. Then it discussed how the acronym 
could be used for each type of mental health crisis, starting with suicide, and proceeding on to 
discuss depression, self-injury, and panic attacks. It concludes by discussing self-care, using the 
metaphor of oxygen masks. On airplanes, flight attendants always remind patrons to put on their 
own masks before they help someone else put on theirs. The same principle applies to mental 
health in that one can not help a peer if one is also experiencing a crisis. The final activity was 
discussing ways to self care, where each participant discussed how they self-care.  
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 The brochure was designed to summarize the points of the presentation. The brochure is a 
tri-fold, with six panels. It was designed online, in a way that was both aesthetically pleasing and 
calming, using primarily green colors and a natural palette. The inside panel of the brochure, the 
one that is the first to be seen upon opening the brochure, includes the acronym CLOG, along 
with what each letter stands for and some tips for orchestrating each of the steps. Once the 
brochure is open, the two panels on either side feature tips for dealing with suicide, panic attacks, 
depression, and self harm. It also gives layperson definitions. The center panel also features an 
easy-to-follow risk assessment diagram. The first question, at the top, tells the subject to ask the 
person if they are considering suicide. One arrow, on the right, says no. The other, on the left, 
says yes. The left arrow leads to another question. The right arrow leads to a box saying “Listen, 
Offer encouragement, Give resources”. The back of the brochure discussed several resources that 
they could use, including several hotlines and resources in the area. The brochures are available 
at the agency for anyone to take if they need it.  
Development of Intervention 
While researching the mental health training intervention, the researcher attended two 
mental health trainings similar to the one designed. This was partially to find more information 
for the training, and partially to research strategies for effective learning.  
The first was a Mental Health First Aid training, designed by the National Council on 
Behavioral Health, and performed through the Family and Children’s Place in Louisville, 
Kentucky. The training lasted eight hours and covered depression, suicide, anxiety attacks, panic 
attacks, psychosis, and substance abuse. It involved a slide presentation covering each topic and 
several other activities. It also involved a take-home book filled with information on how to 
respond to mental health crises. The main idea of the Mental Health First Aid training was an 
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acronym, ALGEE. The first letter, A, stood for Assess for Risk of Suicide or Harm. The second 
letter, L, stood for Listen Non-Judgmentally. The third letter, G, stood for Give Reassurance and 
Information. The fourth letter, E, stood for Encourage Appropriate Professional Help. The fifth 
letter, also E, stood for Encourage Self-Help and Other Support Strategies. The training applied 
the acronym to each crisis. For example, the training examined how to Assess for Risk of Suicide 
or Harm with someone who was experiencing psychosis. The training also featured several role-
playing activities, where participants interacted with one another pretending to be struggling with 
depression or thoughts of suicide, for example.  
The second training was a QPR training, as discussed above, designed by the QPR 
Institute, performed through the University of Louisville Campus Housing department, for their 
employees. The training lasted approximately two hours. It solely covered dealing with someone 
who expresses thoughts of suicide or suicidal actions. Like the other training, it also used an 
acronym. This one was QPR. The first letter, Q, stood for Question, meaning to ask someone 
directly whether or not they are planning to commit suicide. The second letter, P, stood for 
Persuade, meaning to persuade someone not to do it, or at least to delay it. The third letter, R, 
stood for Refer, meaning to give resources for professional help. The training also featured a 
role-playing session, where one participant pretended to be suicidal and another had to talk them 
out of it using QPR. However, in this instance, one of the participants appeared to be visibly 
distressed by pretending to be mentally ill, as she disclosed that she had struggled with being 
suicidal before and now felt triggered by being forced to act that way again. There was also a 
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Development of An Acronym  
 Since both trainings used an acronym, the researcher decided to incorporate an acronym 
into this training as well. Concrete acronyms are more effective mnemonics than abstract 
mnemonics (Campos, Camino, & Pérez-Fabello, 2011). Nonsense acronyms or initialisms, like 
QPR or ALGEE, are less likely to be memorable than initialisms that are based in words, like 
AIDS, for example (Campos, Camino, & Pérez-Fabello, 2011). The researcher attempted to find 
an acronym that would also be a real word in order to increase recall.  
 The acronym that was created was CLOG. The first letter, C, stands for Check for risk of 
harm. The second letter, L, stands for Listen non-judgmentally. The third letter, O, stands for 
Offer encouragement. The fourth letter, G, stands for Give resources for professional support.  
Suicide Training  
 The first thing the researcher wanted subjects to know about suicide intervention was the 
warning signs, so that they would know when to intervene. The National Suicide Prevention 
Lifeline lists the warning signs of suicide as  
“talking about wanting to die or to kill themselves, looking for a way to kill themselves, 
like searching online or buying a gun, talking about feeling hopeless or having no reason 
to live, talking about feeling trapped or in unbearable pain, talking about being a burden 
to others, increasing the use of alcohol or drugs, acting anxious or agitated; behaving 
recklessly, sleeping too little or too much, withdrawing or isolating themselves, showing 
rage or talking about seeking revenge, extreme mood swings” (National, 2018, n.p.)  
  While these are more or less agreed upon, others also mention low self-esteem, 
and previous experience with mental illness (Dilillo, et. al., 2015). McSwain, Lester, and Gunn 
III also mentioned a mnemonic for remembering suicide warning signs (2012). The mnemonic is 
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IS PATH WARM. In order, the letters stand for “ideation, substance abuse, purposelessness, 
anxiety, trapped, hopelessness, withdrawal, anger, recklessness, and mood change” (McSwain, 
Lester, & Gunn III, 2012). 
 Subjects were told to perform a risk assessment looking for desire to complete suicide, 
opportunity to complete suicide, a plan of how to complete suicide, a plan of when to complete 
suicide, and actions taken to complete suicide. Risk assessments such as the above have been 
shown to be relatively effective for untrained individuals to use in order to assess the likelihood 
to attempt suicide (Runeson, Odeberg, Pettersson, Edbom, Jildevik Adamsson, & Waern, 2017).  
 Depression Training  
 The subjects were informed that this training does not certify them as mental health 
counselors or therapists, and as such, they are not licensed to perform therapy or diagnose 
anyone with a mental illness. So, while it was clear that they had no ability to diagnose, the study 
did look at the diagnostic criteria for depression from the fifth edition of the Diagnostic and 
Statistical Manual of Mental Health, commonly abbreviated as the DSM V. The criteria were 
used to teach subjects about some of the symptomatology that would merit the CLOG 
intervention. The fifth edition of the Diagnostic and Statistical Manual of Mental Health lists the 
diagnostic criteria of major depressive disorder and depressive episodes as 
“Depressed mood or a loss of interest or pleasure in daily activities for more than two 
weeks. Mood represents a change from the person's baseline. Impaired function: social, 
occupational, educational ...Depressed mood or irritable most of the day, nearly every 
day, as indicated by either subjective report (e.g., feels sad or empty) or observation made 
by others (e.g., appears tearful)... Decreased interest or pleasure in most activities, most 
of each day … Significant weight change (5%) or change in appetite … Change in sleep: 
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Insomnia or hypersomnia…  Change in activity: Psychomotor agitation or retardation…  
Fatigue or loss of energy… Guilt/worthlessness: Feelings of worthlessness or excessive 
or inappropriate guilt... Concentration: diminished ability to think or concentrate, or more 
indecisiveness… Suicidality: Thoughts of death or suicide, or has suicide plan” 
(American Psychiatric, 2013, n.p.).  
The researcher summarized the symptoms slightly in order to present an amount of 
information that would be palatable and easy to remember. The slide presentation listed the 
symptoms as “Feeling sad or hopeless, Change in eating or sleeping, Irritability, Lack of interest 
in activities” in order to make it memorable.  
Non-Suicidal Self-Injury  
 The next section in the presentation discussed self-injury without intent to die. This topic 
was a difficult topic to cover due to the different interpretations of the behavior. People who 
engage in non-suicidal self-injury are statistically, more likely to attempt suicide at least once in 
their life (Selby, Bender, Gordon, Nock, & Joiner Jr, 2012). It is also clear that self-injury can be 
dangerous, if due to nothing else than the fact that it results in numerous wounds without medical 
supervision or, often, medical attention. Untrained or inexperienced adolescents may 
accidentally injure themselves in a way that they do not intend, with serious medical 
consequences.  
However, for individuals who engage in non-suicidal self injury, it can serve as a coping 
mechanism (Hasking, et. al., 2010). There are many reasons why someone would engage in non-
suicidal self-injury, including an increased amount of stress and compulsion to self-injure (Selby, 
et. al., 2012). Other reasons also include to feel pleasure, to avoid negative feelings, to feel or 
avoid feeling numb, to get attention, or to avoid suicidal thoughts, with the most common feeling 
  
MENTAL HEALTH TRAINING        19 
expressed being to avoid negative thoughts (Claes, Klonsky, Muehlenkamp, Kuppens, & 
Vandereycken, 2010). Taking away a coping skill from someone without introducing an 
alternative can be ineffective or even harmful. The researcher wanted to avoid having a subject 
shame their friend into ceasing non-suicidal self-injury only to have the friend complete suicide 
due to a lack of coping skills. Additionally, it is recommended that someone experiencing non-
suicidal self-injury receive treatment from a mental health professional with training in order to 
receive therapy, as opposed to an untrained peer (Brausch, & Girresch, 2012).  
The researcher presented both opinions to the subjects. It was explained that the eventual 
goal would be to get someone to use better coping mechanisms than self-injury, but that, at least 
until the person could get to a place where they could receive professional health, it would be 
advantageous to engage in harm reduction strategies. The researcher explained this using the 
metaphor of a stoplight. It would be ineffective to try to “go to red”, because they were not 
trained to intervene. It would be more effective and feasible to try to “go to yellow”, to get the 
person to slow down. Because non-suicidal self injury is a physical process, during the check for 
harm stage, subjects were instructed to make sure that the person was not experiencing physical 
distress, such as passing out or getting dizzy, and if they were, to seek medical attention. Then 
they were instructed to minimize risk of infection by making sure that all instruments of self-
injury and all wounds were clean and bandaged. When it came to Offering encouragement, they 
were instructed to suggest alternatives, if the person was interested in doing so. The researcher 
was unable to find empirical, peer-reviewed data on alternatives to self-injury that could be given 
by non-mental health professionals, so they used alternatives from their past experience and 
invited the subjects to brainstorm as well.  
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Panic Attacks 
 The final type of mental health crisis addressed was panic attacks. Once again, the 
subjects were told that they were not able to diagnose anyone, but they were given a list of 
symptoms of a panic attack, as listed in the fifth edition of the Diagnostic and Statistical Manual 
of Mental Illness. The diagnostic criteria for panic attacks are  
“palpitations, pounding heart, tachycardia, sweating, muscle trembling, shaking, 
shortness of breath, sensations of smothering, choking sensations, chest pain or 
discomfort, nausea, abdominal distress, dizzy, lightheaded, instability, feeling faint, 
derealization, depersonalization, fears of losing control or going crazy, fear of dying, 
numbness, tingling sensations, chills, hot flushes.” (American Psychiatric, 2013, n.p.).  
 The subjects were instructed to keep a calm voice, and speak firmly but clearly to the 
person experiencing a panic attack. They also were given a brief breathing intervention training. 
Breathing interventions have been proven to be effective when dealing with panic attacks 
(Meuret, Rosenfield, Seidel, Bhaskara, & Hofmann, 2010). They were instructed on square 
breathing, which is breathing in for a count of four, holding for a count of four, breathing out of 
the count of four, and then holding for the count of four.  
Role-Playing  
 While both mental health trainings in which the researcher participated involved role-
playing, the researcher chose not to use role playing activities for two reasons. The first was to 
avoid retraumatization for anyone who had experience with mental illness. Retraumatization can 
have severe consequences and, as there was no trained mental health counselors working during 
the intervention, the researcher felt the risks outweighed the benefits (Vickerman, & Margolin, 
2007). The second reason was due to time constraints placed upon the research by the agency.  
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Data Analysis  
 The data from the intervention were transferred from each individual survey to a 
spreadsheet in a private program with data backed up online. There is virtually no access to the 
data from any outside source, and there was no confidential data placed on the internet, meaning 
that there is extremely low risk of a breach in confidentiality.  
 From the original survey, which had eighteen questions, no analysis was done on any 
questions where the responses were not numerical but categorical, so each of the answers were 
counted in order to find the percentages of the total. The final five responses were numerical, and 




, where x1 represents the first number in the series, and xn refers to the last 
number in the series, and n refers to the total number of numbers in the series. The standard 




, where i refers to any given number for which there is a value,  xi refers 
to the ith number in the series, 𝑥 refers to the average of all numbers, and N refers to the total 
number of items in the series. These formulas were also used for the data with the ages. 
 Each of the five questions in the second survey was also analyzed for average and for 
standard deviation, using the same formulas.  
Results 
 The next section will review the results of both surveys, and the data collected. It will 
also provide numerical and mathematical analysis of the data. The meaning of the data will be 
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Demographic Assessment  
 The total number (N) of people who took the initial survey was eleven. Four individuals 
left before it was time for the second survey.  
 Age. Six individuals self-identified as 13-15, two self-identified as 16-17, and three self-
identified as 18-21. None self-identified as over 21. The average age of participants is 15.95, 
with a standard deviation of 2.47 years.  
 Race. Ten of the participants identified as white/caucasian. One identified as Native 
American and mixed.  
 Gender. Five participants identified as women, three identified as solely non-binary, one 
identified as a man, one identified as genderqueer, and one identified as both agender and non-
binary. Genderqueer means someone who does not identify with any of the other gender labels 
(Trans, 2018). For the purposes of simplicity in data analysis, the categories will be reduced to 
women, men, and individuals who do not identify as men or women. As for the second question, 
seven identified as transgender, and four identified as cisgender. Of that group, one individual 
identified as a trans man, and one identified as a trans woman. The individuals who do not 
identify as men or women also are part of the group identified as transgender.  
 Sexual Orientation. One person identified as solely gay, one as solely bisexual, two as 
solely queer, and three identified as solely pansexual. One person identified as bisexual and 
pansexual. One person identified as gay and queer. One person identified as aseuxal and bisexual 
and polyamorous. Polyamorous refers to a person who is involved romantically or sexually with 
multiple consenting people at the same time. One person identified as solely polysexual, which 
refers to someone who is attracted to more than two genders, but not all genders.  
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Coming Out to Parents. The next set of questions asked about the idea of being out. 
Coming out means disclosing an identity as part of the LGBTQIA+ community. Seven of the 
participants said that they had come out to their parents. Three said that they had not come out to 
their parents. One person checked both yes and no. Six of the participants said that they were out 
at school. Three said that they were not. Two checked both yes and no. The researcher speculates 
that the people who checked both yes and no either are out to some of their family or friends, but 
not others, or they have disclosed only part of their identify, not all of it.  
Mental Health of Friends of the Subjects 
 Every participant said that they have a friend who has a problem with mental health. 
Eight of them said that they have been contacted by a friend who was experiencing a mental 
health crisis. Two of them said that they had not, although one of them did answer the next 
question, which was “If yes, please check any and all crises that you have had a friend come to 
you with.” One of them left the question blank, but also answered the next question. Of those ten 
that answered the question, seven said that they had talked to someone experiencing a panic 
attack, eight said that they had talked to someone experiencing an anxiety attack, eight said they 
had talked to someone experiencing a depressive episode, and ten said they had talked to 
someone experiencing suicide ideation. One said they had talked to someone experiencing 
relationship problems, one said they had talked to someone experiencing self harm, and one said 
they had talked to someone who had attempted or was attempting suicide.  
Support Network of the Subjects 
 The objective of this section was to determine whether or not subjects had an effective 
support network, and to where they would go if they had a mental health crisis. Ten of the 
subjects said they had an adult in their life that they could talk to that was not a professional. One 
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of them said they did not. Seven of the subjects said that they had an adult to talk to who was a 
mental health professional. Four of them said they did not. Seven of the subjects said that they 
were able to reach that adult if they needed them. Three of the subjects said that they were not 
able to reach the trusted adult. One said they did not have a trusted adult to whom they could 
talk. Ten subjects said that they had someone their age who they could talk to about mental 
health problems. One subject said they did not. Of the ten who said they did have someone to 
whom they could talk, all ten of them said they could reach the person their own age if they 
needed to reach them.  
 The final question before the preparedness questions was to whom they would talk if they 
needed to talk to someone. Three said that they would speak to a trained medical professional. 
Five said they would talk to another adult. Six said they would talk to someone their age. One 
said they would talk to an anonymous hotline.   
 Of the individuals who said that they had not come out to their parents, one in three said 
that they not have an adult who was not a medical professional that they felt they could trust. Of 
the people who said they had come out to their parents, none said that they did not have an adult 
they could trust who was not a mental health professional. Two of the three individuals who said 
that they had not come out to their parents said that they did not have a mental health 
professional they could trust, while two out of seven individuals who said that they had come out 
to their parents said that they did not have a mental health professional who they could trust. 
Two out of the three people who said they had not come out to their parents said that they could 
not reach a trusted adult if they had a crisis, while one out of seven individuals who said that they 
had come out to their parents said that they could not reach a trusted adult if they had a crisis. 
Two out of the three individuals that said they had not come out to their parents said that they 
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would go to a peer if they had a mental health crisis as opposed to a trusted adult. Two out of 
seven individuals who had come out their parents said that they would go to a peer if they had a 
mental health crisis as opposed to a trusted adult.  
 Of the group of three individuals who said that they had not come out at school, all of 
them identified a peer who they would trust, and all but one who said they had come out at 
school said that they had a peer who they would trust. One of three who said that they had not 
come out at their school said that they would go to their peer in case of a mental health crisis, as 
opposed to three of six who said that they had come out at school.  
Preparedness to Deal with Crises  
The next series of questions on the assessment given before the intervention asked about 
how prepared the subject felt to deal with a mental health crisis if a peer came to them about it. 
The survey given after the intervention asked the same questions, in the same way. It asked them 
to rate how prepared they felt on a scale of one to five, with five being very prepared and one 
being not prepared at all. Every subject answered every question.  
 The average level of preparedness for dealing with all mental health crises before the 
intervention was approximately 3.29, with a standard deviation of 0.24. The average standard 
deviation for the data collected before the intervention was approximately 1.00, with a standard 
deviation of approximately 0.2. The average level of preparedness for dealing with all mental 
health crises after the intervention after the intervention was approximately 4.11, with a standard 
deviation of approximately 0.42.  
Panic attacks. The first question addressed how prepared the subject felt to deal with 
someone having a panic attack. The average that was determined for the assessment before the 
intervention was approximately 3.09. The standard deviation of the data before the intervention 
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was approximately 0.83. The average determined for the assessment given after the intervention 
was approximately 4.29. The standard deviation of the data given after the intervention was 
approximately 0.76. This was an increase in average preparedness of approximately 1.2, and a 
decrease in standard deviation of approximately 0.07.  
Anxiety attacks. The second question asked how prepared the subject felt to deal with 
someone having an anxiety attack. The average determined for the assessment before the 
intervention was approximately 3.18, with a standard deviation of 0.75. The average determined 
for after the intervention was approximately 4.43, with a standard deviation of 0.79. This resulted 
in an increase in average preparedness of approximately approximately 1.25, with an increase in 
standard deviation of approximately 0.04.  
 Depression and hopelessness. The third question asked how prepared the subject felt to 
help someone experiencing depression and hopelessness. The average calculated for the 
assessment before the intervention was approximately 3.45. The standard deviation for that data 
was approximately 1.13. The average calculated for the assessment after the intervention was 
approximately 4.43. The standard deviation calculated for that data was approximately 0.53. This 
resulted in an increase in average preparedness of approximately 0.98, with a decrease in 
standard deviation of approximately 0.6.  
 Suicidal thoughts. The fourth question addressed how prepared the subject felt to deal 
with someone experiencing suicidal thoughts. The average determined for the assessment given 
before the intervention was approximately 3.64, with a standard deviation of approximately 1.03. 
The average determined for the assessment given after the intervention was approximately 4.00, 
with a standard deviation of approximately 0.82. This means that there was an increase in the 
average preparedness of approximately 0.36, with an increase of approximately 0.21.  
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 Suicidal actions. The fifth question asked how prepared the subject felt to deal with 
someone who has taken action to attempt suicide. The average calculated for the data taken 
before the intervention was approximately 3.09. The standard deviation for the data before the 
intervention was approximately 1.22. The average calculated for the data taken after the 
intervention was approximately 3.43 and the standard deviation for the taken after the 
intervention was approximately 0.77. This means that there was an increase in average 
preparedness of 0.34, and a decrease in standard deviation of approximately 0.45.  
Graph  
 The information above is summarized below, in a graph.   
 
Discussion  
 It is not possible to draw conclusions about causation, nor is it generalizable to the 
population as a whole. Having said that, the researcher was able to conclude that, in the 
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the mental health intervention training and an increase in self-reported feelings of preparedness 
to deal with mental health crises. This supports the third and primary hypothesis of the 
researcher.  
Every category of mental health crisis that was assessed demonstrated an increase in self-
reported preparedness. The self-reported feelings of preparedness increased the most for dealing 
with anxiety attacks, and increased the least for preparedness to deal with suicidal actions. 
Before the intervention, individuals felt the most prepared to deal with suicidal thoughts, and 
least prepared to deal with suicidal actions and panic attacks. After the intervention, individuals 
felt most prepared to deal with depression and hopelessness and anxiety attacks, and least 
prepared to deal with suicidal actions. It is strange that anxiety attacks increased as much as they 
did, since the intervention did not address anxiety attacks. The researcher also believes that it 
makes sense for the lowest level of comfort to be in suicidal actions, because that is the mental 
health crisis with the most clear and present danger.  
The first hypothesis of the researcher that adolescents were more likely to turn to a peer 
for help during a crisis as compared to an adult, was partially supported, although it was not as 
strongly supported as the researcher believed that it would be. The researcher found that six 
people said that they would go to a peer for support, as opposed to five people that said that they 
would go to a trusted adult that was not a mental health professional, and three said they would 
talk to a mental health professional. More people said they would go to a peer as opposed to any 
other category, but more people said they would go to some type of adult than a peer.  
However, when looking at specifically adolescents who had not disclosed their 
LGBTQIA+ identity to their parents, adolescents who had not disclosed to their parents were less 
likely to have an adult that they could trust in their life, meaning that they were less likely to turn 
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to a trusted adult, as compared to their peers. This research supported the second hypothesis of 
the researcher, that LGBTQIA+ youth are more likely to talk to people their own age if they have 
not disclosed their identity to their parents.  
Limitations of the Research  
 This research study was conducted with only seven participants who completed the 
intervention. This rendered randomization unfeasible. Instead, the researcher simply performed 
the intervention on any willing participants. The randomization would have made it possible to 
discuss causation, but without it, researcher can only discuss correlation. Had the researcher had 
more access to more participants, they would have randomly assigned the participants into 
groups and given the presentation to one group and a different presentation to another group in 
order to have them serve as a control group. Changes in feelings of preparedness would then be 
attributable to the presentation as opposed to other, interfering factors.  
 Additionally, because the data set is so small, it is difficult to reliably determine outlying 
pieces of data. Outlying pieces of data can be caused by individual differences between people, 
and may not be representative. With larger data samples, it becomes easier to determine what 
data pieces are due to human differences and what the true average experience is.  
The sample obtained was not obtained in a way that represents a larger population. 
Having one agency host the study and allowing participants to choose to participate means that 
the sample that was involved in the study most likely does not have the same characteristics as 
the population of LGBTQIA+ adolescents as a whole. All respondents live in the Kentucky area, 
particularly within driving distance of Louisville. All respondents were aware of the LGBTQIA+ 
agency and had sought to attendance. All respondents were present at the agency on January 26th, 
2018 at 8:30 pm. None of these characteristics are common to the population as a whole. Many 
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LGBTQIA+ adolescents live outside of the Louisville area. Many adolescents, especially older 
adolescents, have employment that require them to work on a Friday night.  These two factors 
mean that conclusions drawn in this study can only be attributed to the individuals in the study, 
not to the population as a whole.  
Recommendations for Future Research  
 The researcher believes that this is a topic that could be useful. Based on research and 
personal experience, many adolescents find it challenging to obtain mental health care through a 
trained professional, especially during a time of crisis. It may be helpful to redo this training with 
a larger sample size and with the ability to randomize the treatment groups in order to determine 
if the conclusions from this study are accurate and are generalizable to a larger population. 
Having more resources may also allow testing for the long-term recall effects, as some of the 
studies mentioned in this paper were able to do. It may be advantageous to control for the 
location, by doing similar studies in other cities, particularly cities in other cultures. Louisville 
tends to share a lot of cultural aspects with other American southern urban cities. It may be 
advantageous to see if similar results will occur in urban areas in the American northeast, 
Midwest, or northwest. It may also be advantageous to test rural areas. In these areas, research 
should be conducted in a way that finds samples representative of the larger population as a 
whole, including LGBTQIA+ adolescents who are of varying socioeconomic statuses and 
varying races, as the sample in this study did not include a variety of racial backgrounds. If such 
a study is conducted, it may be advantageous to define the sexual orientations and gender 
identities listed in the survey. While the group of participants above knew what all of the terms 
meant, it is possible that a group that was not as homogenous as the participants may not.   
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 It may be wise to test this with other populations that are difficult to reach for mental 
health care, like the impoverished population or a population of people dealing with substance 
abuse. This strategy should theoretically make it easier for any isolated population to learn to 
deal with mental health crises.  
 Additionally, the researcher is also interested in determining if the other results of this 
experiment is true, that adolescents, especially LGBTQIA+ adolescents, are more likely to 
confide in their peers as compared to adults. This research could be done through a survey of 
adolescents, particularly LGBTQIA+ adolescents. The idea of doing a nationwide survey of 
LGBTQIA+ adolescents is not unfeasible. Every other year, the Gay-Lesbian-Straight Education 
Network completes a survey of LGBTQIA+ adolescents in schools to determine their 
educational experience (Kosciw, Greytak, Giga, Villenas, & Danischewski, 2016).  
Recommendations for Future Practice  
 Based solely on the findings of this study, which is not generalizable to the population as 
a whole, it may be more advantageous for practitioners to find a single member of a 
marginalized or unduly isolated population and train them to respond to mental health crises. 
This training may help other individuals, if the trained individual is able to help them. While this 
is not a permanent solution to the problem of the high rates of mental illness and suicide, as it 
does not provide a trained professional using research-informed interventions, it does at least 
provide a temporary solution that may keep someone alive for long enough to be able to seek 
that mental health care that they need.  
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